Sir,
A 22-year-old premorbidly well-adjusted female student, from a Hindu Brahmin background, presented with a suicide attempt of low intentionality and high lethality in the background of a recent relationship break-up. She had been in a relationship with a boy from the same gotra and had kept this as a secret from her family. This relationship continued for a few years during the course of which she had sexual intercourse with him. She also underwent a pseudo-marriage ceremony with the boy that was not legalized. Later, she came to know that the boy had already got engaged. Apparently, she disclosed this to her brother, but the family did not agree to her having a relationship with the boy as they were both from the same gotra. The patient felt guilty for having lost her virginity and at the same time felt helpless for not being able to disclose this to her father who had recently survived a heart attack.
As a response, she took around forty tablets of antihypertensive medication. After appropriate medical treatment, she was referred for inpatient psychiatric care. Significant findings included nonpervasive low mood, death wishes, poor emotional warmth and attachment between family members, diffuse boundaries in the family, authoritarian leadership of the father, and high criticality from the parents. Initially, high-risk anti-suicide measures were instituted as a part of crisis intervention.
During the inpatient treatment in the hospital, she continued to be at a high risk for suicide and felt that she needed to hear out the boy's version. The parents had been handling the situation ineffectively by not allowing her to have any means of contact with him. Our team worked at multiple levels to deal with the critical situation. Initially, individual sessions were conducted with the patient that focused on establishing rapport and forming a therapeutic relationship. We organized a few family meetings with the patient and her parents to enhance family communication and reach a mutual consensus on the patient's relationship with the boy. Patient's insistence to meet the boy was initially resisted by her family members as they thought that she would abscond with him. Initially, it was challenging for the team as the patient's parents were rigid and unwilling to make any negotiations for the marriage within the gotra. However, after a couple of family meetings, a few consensuses were arrived at, i.e. the boy and his parents could be called to the hospital for discussion and if both of them still insisted to continue in the relationship, they could marry but needed to live separately. After initial telephonic conversations with the boy, he came with his father and another joint meeting was held. The matters regarding the relationship were solved by a mutual discussion between both the parties. It was reiterated to the patient by the
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Letter to Editor boy that the relationship needed to be finished. Although it was a trauma, the patient managed to overcome the crisis situation with supportive work from the team and family members. During the course of the treatment, understanding between the patient and her family members was improved. Once the risk of self-harm and the patient's preoccupation with the relationship reduced significantly, she was discharged.
Psychological interventions such as cognitive or dialectical behavioral therapy for treating suicidal behavior have been extensively evaluated and reported to be useful in scientific literature. [1] A meta-analysis evaluated the efficacy of various psychosocial interventions on repeated suicide attempts and concluded that only cognitive behavioral therapy has beneficial effects on them. [2] A recent study reported that psychosocial assessment and referrals were useful in reducing the risk of deliberate self-harm. [3] But many such cases reported are associated with a major depressive episode or personality factors in combination with psychosocial adversities. [4, 5] The interventions for self-harm resulting from economic adversities have also been evaluated. [6] However, in this case, the suicide attempt occurred in response to a broken romantic relationship in the background of a pathological family environment and in the absence of any personality factors, depressive disorder, or financial stressors. The psychosocial interventions for such cases are scant in literature. In this case, we used simple intervention techniques such as liaison work with the patient, the boy, and their families, facilitating telephonic conversations and family meetings to openly discuss the relationship issues and supportive work with the patient during her crisis situation. We applied brief family intervention techniques to enhance better understanding and communication between the patient and her family members. The decision to involve the boy in the family meeting was critical to clarify many doubts regarding their relationship and future plans. Though the patient felt that she had been deceived by the boy, she did not seek any legal help as she was worried about her father's health status and family reputation. During a follow-up visit, she came with her family members and discussed her future plans with us and was found to have recovered from the relationship trauma.
This case report also highlights how sensitive and critical the issue of marriage within the same gotra in Indian communities is. The parents strongly believed that marriage within the same gotra is a sin and that such a relationship would bring disgrace and dishonor to their family. Their resistance against same gotra marriage was based on religious and custom-related beliefs rather than any anticipated genetic deformities.
